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INTRODUCTION
This marks the end of an era—the first era—in Women's Studies
at Denison University. Ann Fitzgerald, currently Director of Women's
Studies, will move on, and a new Director will take her place. In the f
twelve years since she came to Denison, Women's Studies programs both
academic and co-curricular have developed, and Ann has played an im- J
portant role in virtually all of them.
It seems an appropriate time to do a bit of oral "herstory." To
capture that story, we have transcribed (with some editing) a conver-
sation between Ann Fitzgerald and Joan Straumanis. Joan was a member
of the Department of Philosophy at Denison from 1971-82 and is now
Academic Dean at Kenyon College. It was Ann and Joan who laid the
foundation for Women's Studies at Denison by teaching the first inter-
disciplinary course in Spring, 1973.
To Ann we extend our thanks—both institutionally and personally—
for her work, and we wish her well in the work she now sets out to do.
A feminist analysis of women's health issues is the primary focus
of this issue. In a Sociology/Anthropology course on Comparative
Therapeutic Systems, students were assigned a research report on the
sociocultural bases of medicine. The context for the assignment was
the following statement by the professor, Dr. Kent Maynard:
Medicine is a sociocultural phenomenon. Our funda-
mental views about illness and the ill are not isol-
able from our wider social assumptions about human
nature, society and cosmology. ...Therapy, therefore,
also constitutes a social system. It is embedded
within a set of culturally-relative structures. Such
institutions reflect not only our understanding of
medicine, but socioeconomic, political and other
characteristics of our society.
Three papers from the class appear here in shortened, edited
versions. Kathy Hickman, sociology/anthropology major and Depart-
mental Secretary in English, writes on the relationship between
woman-as-patient and male-as-physician. Cynthia Owens, graduating 1
soc/anthro major, discusses gynecology as a form of control over I
women, while junior major Lisa Pittenger discusses the Women's
Health Movement.
Through the research of E.L. Vogeley, we get "A Glimpse at
PMS," a women's health issue receiving considerable public and
professional attention.
Finally, results of research by Mary Larned, self-designed
major in human development, describe women's attitudes toward gyne-
cologists/physicians.
THE FIRST TEN YEARS:
A CONVERSATION BETWEEN ANN FITZGERALD AND JOAN STRAUMANIS
(Editor's Note: What was intended to be an interview of Ann Fitz-
gerald and Joan Straumanis on the development of Women's Studies at
Denison very quickly became an intense conversation with minimal
intervention by the interviewer! Their assignment was to follow a
loosely structured outline of questions highlighting major events
and reflecting on community reaction and their own personal involve-
ment in the evolution of the program. To listen to them unravel
the decade was a fascinating experience in oral "herstory." They
began their conversation with their arrivals at Denison: Joan in
Fall, 1971, and Ann, in 1972.)
JOAN: There was a Women's Movement in the outside world, but it really
hadn't come to Denison yet. There was no sign of it here. There
had been a faculty committee on the status of women, and it had
never met once. The first thing I did was to try to find out who,
what, and what kinds of committees there were and what kinds of or-
ganizations for women, but there weren't any. But before I was able
to make my own impression on the community, I was introduced at a
faculty meeting by my chair as a "real feminist hell raiser," and
that marked me that whole first year I It was necessary either for
me to be that or to disappoint. It was a very strong initial stereo-
type—a gauntlet. It was the Philosophy Department saying to the
community: "Look what we brought in. Look what we've got...Wait
'til you see..."
The first event that I'm aware of that was formal and feminist was
the Faculty Lunch that I gave in March of 1972. That was called
"What Harriet Taylor Should Have Told John Stuart Mills." Isn't
that pretentious? It was a 14-point program for ending sexual dis-
crimination in the academy. ...There was a group of women in the
community—the only one remaining is Lynn McKenna. We essentially
had a support group, and we celebrated Women's Week together for
example. And there was Penny Van Horn who had been a feminist for
years and years, a member of WEAL and was waiting for someone else
to come. But there were no feminist activities on the campus until
Annie arrived.
ANN: I came to Denison with a great deal of previous involvement in the
Women's Movement—in fact, in a consciousness-raising group that was
also a study group. In that group we read "classic" works—of Simone
deBeauvoir and Betty Friedan—but, in addition, we had been reading
all the pamphlets that had been printed by the New England Free Press:
Notes from the First Years, "The Red Stockings Manifesto," "I Want
a Wife," "The Politics of Housework," all of those, and, in fact,
early chapters of the Dialectic of Sex that circulated before the
book came out. And I had also participated in the design of the
first Women's Studies course at the University of Wisconsin so I had
had to think through some curriculum matters. So when I came to
Denison I met Joan Straumanis.
JOAN: My department was content to have me do some feminism in my intro
course; they didn't object to that. But when Annie asked me if I
would work With her in Women's Studies (and I was dying to do it
and needed to for my own psychological survival), that was another
matter.
ANN: The English Department gave me the time to teach the intro Women's
Studies course. I had developed it in many ways during the first
semester. When I came, there were students who wanted to do directed
study on a variety of feminist works, and so we met weekly for dis-
cussion of those works.
JOAN: When we say that Women's Studies started here in 1972, what really
started is those directed studies. The first Women's Studies course
was in the spring of 1973, and it was formed from that core group
that Annie had been training. During the fall semester they had
been working on the materials together; in the spring they formed the
first group leaders in Women's Studies.
ANN: There had been talk, when I was hired, about the fact that at some
point I might want to teach a Women's Studies course per se. Joan's
department balked...so when the proposal came before Academic Affairs
it was my proposal, and I was the one who went to defend it.
JOAN: But because of some enrollment situations in my department, I was
released to teach that first interdepartmental Women's Studies course
with Annie. We made some decisions at that point that I think were
extremely prescient. They were partly deliberate and partly lucky,
but they really made a difference in terms of the popularity of the
course. The decision to use group leaders, to have open enrollment,
and to give Sat/Unsat grades. That was important because we didn't
have to justify the objectivity of grading, and when we did political
things in the course we could argue that it had to be Sat/Unsat be-
cause we didn't want to grade people in terms of their activity.
ANN: It also gave us a great deal of freedom. We were able to help the
students draw on their own experiences and learn from their own lives,
through experiential assignments...
JOAN: And we were able to involve the group leaders much more than if we
had had to make fine grading distinctions. We were able to involve
the group leaders as colleagues. There was a great de-emphasis on
grades, although people could fail.
ANN: Also what developed was a great deal of growth for the group leaders.
We established a weekly seminar for them, and occasionally
we would do additional reading. And that group seminar became a
separate course which was graded and gave separate credit.
JOAN: Team teaching the course was certainly a faculty development oppor-
tunity for me. I had had no formal academic relationship to Women's
Studies
ANN: And I had had no formal academic training in Women's Studies per se.
That was one of the objections of Academic Affairs when I first pre-
sented the proposal. I was asked how I thought I was going to be
able to teach this course since I hadn't studied it in graduate school.
There were no graduate programs that existed—there were very few
courses that even existed at the time. I pointed out that I had
helped design the very first Women's Studies course at Wisconsin. A
second objection that was raised was that of material. Some members
of Academic Affairs argued that there really was no material and that
what did exist was highly politicized and that after we had examined
Kate Millett's Sexual Politics that would be itl We could just pack
up our bags and go home. The third objection was that students just
wouldn't be interested and that there wouldn't be sufficient enroll-
ments. --We had an enrollment of 120 that first course.
JOAN: We had a number of men from the beginning but the number of men in-
creased year by year. It sticks in my mind that we had eleven men
that first course—out of 120.
ANN: In the course of my experience the percentage of men went up somewhat,
but never more than about 20%, even after the Women's Studies/Minority
Studies requirement was implemented. The percentage is much higher
in courses that are departmentally based. For instance, in my English
class this semester (Women in Literature), men constitute over 50%
of the class.
JOAN: Well, I had more men than women in my Philosophy of Feminism course
the last time I taught it here. ...I remember .troubles in those first
years with parents—parents calling or students asking for advice for
how to deal with their parents, especially male students, whose parents
were appalled or humiliated that their son would be taking a course
called Women's Studies.
ANN: I haven't experienced that recently at all.
JOAN: In addition to the intro Women's Studies course of a broad nature,
there were theme-centered courses offered. The first one was Women
in Groups and Subcultures [team-taught with Nan Nowik] in which we
studied women who lived together of worked together--nuns, nurses,
women in Black communities, welfare mothers.
ANN: Another one was Female Sexuality and the Politics of Health Care.
In that course we looked at the way in which sexism is institutional-
ized in health care delivery systems. We used Incidents in the Life
of a Slave Girl which was a female slave narrative documenting the
continuous sexual abuse against women in slavery. We looked at
contemporary health issues, including the self-help movement. Another
theme-centered course was Women in the Arts, an overview of women's
contributions in different art fields—in music, theatre, the visual
arts—as well as the way that the art world has systematically ex-
cluded the works of women.
JOAN: There was the History of the Women's Movement and other movements
contemporary with it.
ANN: And there was the one John Schilb and I team-taught on Fraternities
and Sororities—Groups of Men and Women in America, which was an
attempt to deal with some of the real problems here in terms of the
communities of men and women and then to look at the other ideas of
brotherhood and sisterhood. ...A more recent course was Women and
Militarism, a look at the way in which women have served both as
combatta'nts in a variety of military struggles as well as resisters
to the whole idea of militarism. We looked at the interconnection
of militarism and sexism, concepts of masculinity. Also there was
John's course on the interaction of Black Studies and Women's Studies
JOAN: There were things going on outside the course, and I never felt that
either was isolated from the other. The course engaged people in a
way that made people look at their own lives. At the same time the
course was going on, Committee W was developing as a vehicle for
women faculty concerns.
ANN: More women were coming as convocation speakers. Women's Week was
becoming strong. There was an increase in programming in the resi-
dence halls and working jointly with members of the Dean of Student
Life Staff.
JOAN: The Health and Safety Committee got more involved in gynecological
care in an alliance with Planned Parenthood. All of these things
were happening simultaneously, and some of them were class projects.
The Women's Coordinator position was defined during the time when
Annie was gone, 1973-74. She had supposedly left Denison permanently
and was at the University of Missouri at St. Louis. Committee W
really came into its own. It did a study in which a job description
for Women's Coordinator was incorporated to a general statement of
demands which was called "positive action program"—that was Penny's
term. We had a full search for the Women's Coordinator. It wasn't
a device to bring Annie back in anyone's mind but mine.' I did look
at a lot of other people, but I never thought anyone could do the job
like Annie, so we hired her back in that position. And that was my
most satisfying accomplishment.
ANN: When I returned in 1974 my primary responsibility was to do research
on the topic of Affirmative Action and to begin to develop procedures'
and eventually to write the Affirmative Action policy for the univer-1
sity. That indicated to me that the university was making a very
strong commitment to hiring women faculty. ...By 1976 we had a forma"
policy in place, and it was my responsibility to work with departments
to encourage people to follow the policy and to talk with them about
the importance of diversifying the population of faculty here at
Denison.
Simultaneously, other courses were being developed by several of the
departments: Robin Bartlett's course on Women in the Labor Force
was one of the earlier ones—and Women in Literature that Nan Nowik
and I taught. There was a psychology course taught by Esther Thorson,
and January-Term courses were starting to be developed.
JOAN: That's right. One of those courses was my course in Legal Rights of
Women in which students examined rape law in Ohio and proposed legis-
lation protecting the confidentiality of rape counselors; that's still
in effect.
An important event in the middle of all of this was the denial of
tenure to three women. That really mobilized the women's community
to a larger extent, and everyone knows that affected the whole course
of the college. It also symbolized the relationship between Joel
Smith and the women's community.
ANN: And it raised, I think, in the first major public way the importance
of retaining and promoting women faculty.
JOAN: The fact that one of the reasons that was given for my denial was that
I was doing Women's Studies. ...That became an opportunity for the
community to show where it stood not only within the women's community
but within the whole community. ...The interesting thing about it
is that was the time when governance entirely broke down. All the
ad-hoc structures were .running the college and the Senate was empty.
There was no business before the Senate. That was 1975.
ANN: As part of my general work, I got together with the Provost and
other faculty members to design a proposal on New Career Opportunities
for Women. We submitted that to The Mellon Foundation and were
funded. So in 1978 I started up The Mellon Program. I think what's
important about that is that a lot of people were involved in the
design of that proposal and were involved in.carrying out the com-
ponents so that it really reached widely into the community. And
the rest is you, Mary, and all the important work that you did those
next three years and continue to do. It was the first time that any-
thing of that sort had been done in the area of women's careers.
JOAN: There are two main things that made Women's Studies and the Women's
Movement at Denison special in my view, and I see this, now, as an
outsider. One was that there was a great deal of emphasis on collec-
tive leadership. You might hear different things from different
people, but I know that we always felt that it was very important
that people would learn new skills and that leadership would pass
from person to person, that the Women's Coordinator job would pass
from person to person, that new people would be involved in teaching
Women's Studies every year, that it would get out into the departments
and that it wasn't a fixed group of people that held power and who
did the teaching. We had a faculty development model in which team
teaching was the means of training the next generation of Women's
Studies faculty. That's one very important feature that is unusual
if not unique.
ANN: There were seminars in Women's Studies for faculty to keep spreading
the leadership throughout the institution. I think we certainly are
at a time now when we need to re-think those seminars and offer
versions that will meet the current needs. That's a main challenge
for the person who is going to be the new Director of Women's Studies.
JOAN: And the other thing which ought to be more common, but I think was
unusual, was the strong alliance with Black Studies.
ANN: That alliance was forged during the year in which the Proposal 382
(Women's Studies/Minority Studies Requirement) was debated. There
was agreement on the part of Women's Studies and Black Studies faculty]
that we needed courses that would emphasize the interconnections of
racism and sexism, would focus on the major effects of discrimination,
and would examine how that discrimination worked within American
society. We believed that there should be an explicit link between
what goes on within the classroom with what goes on outside the
classroom, and we were very straightforward about saying that we
hoped these courses would improve the quality of life for students
at Denison.
JOAN: The 382 Proposal which began with student initiative created the
opportunity to make it clear that Women's Studies and Black Studies
had not only a similar message but a similar role to play in the
of the community.
ANN: I wouldn't call it just a student initiative because the idea for th«
382 Proposal came out of joint meetings that Women's Studies and
Black Studies faculty had to discuss their mutual differences. Some
tensions had arisen between members of the different areas, and we
thought it would be important to get together and talk about those.
In those discussions, we started thinking about how we were looking
at not only how we could work better together and work in support
of one another, but also how we could also carry this over to the
students. But it was students who formally raised the issue in the
Senate; they were formal sponsors of the proposal, and it was finally
the students, through lobbying efforts to members of Academic Affairs
and finally through a demonstration who really convinced faculty who
were only half supportive of it that we should try the requirement.
JOAN: Then the next stage was to think very carefully and clearly about
what would count as a 382 course and to examine syllabi and to think
about the nature of discrimination. It was a remarkable, even an
extraordinary interdisciplinary, effort taken on by that committee,
chaired by Phil Glotzbach. It certainly was the first and for a long
time and maybe still the only such requirement in the country in a
co-educational college.
ANN: I point to that as the work that I feel most pleased about. I think
that it was a time of a great deal of stress, because there was a
great deal of debate and fighting over it, but it was also in some
ways the most satisfactory work that I have done because it was
openly an institutional commitment to Women's Studies and to Black
Studies and created a link between the two programs that I think is
very, very important.
It seems to me that in reviewing the history of all of this that it
has been collective, as you said, but it's been a collection of a
small group of people, including, I must say, Denison*s Provost (Lou
Brakeman), who was very important in the passage of the 382 Proposal.
JOAN: The Provost's role warmed from the early days, when he, like everyone
else, was skeptical, to the point where the Provost is, now, a
national spokeperson for Women's Studies.
ANN: He was on the board of Every Woman's Guide to Colleges and Universities
participated in the important Wingspread Conference, keynoted the
Great Lakes Colleges Association Women's Studies Conference one year.
JOAN: Yes, in the midst of all of this, the GLCA Women's Studies consortium
was founded, in the fall of 1974. Annie was on the committee, and
we both were involved in writing programs at that first conference.
ANN: I was on the original committee, and then Julie Mulroy was the next
representative. Our current representative is Bonnie Lamvermeyer.
That program was very helpful, because it gave us a chance to know
what was going on at other GLCA colleges. Because of the organiza-
tion we were able to apply for and get substantial grants, which
really kept us going.
JOAN: Denison was very prominent in the founding of the consortium, just
as Denison was very prominent in the first National Women's Studies
Summer Institute.
An interesting question to consider is the question of whether main-
streaming is a rival to an interdisciplinary course. I think that
Women's Studies will always have to be self-examing—that is, to look
at the structure of the discplines, to look at the structure of
knowledge, to begin to ask questions fearlessly and thoroughly about
how the canon embodies assumptions; things like that can only be done
external to a discpline.
ANN: It should be separate because it needs to constantly ask questions
that won't be answered during the term of that course but that will
be significant for the development of other courses. It seems to
me that the primary goal of such courses should be to pose questions
and help students to raise the hard questions.
JOAN: It makes sense also to think of the Women's Studies interdisciplin-
ary course as a place where feminist pedagogy becomes a subject
matter and people are examining what feminist relationships, what a
feminist classroom is like, what a feminist institution is like,
and these questions are too global to be confined in any particular
discipline except possibly Education.
ANN: I also think that a trend which I have seen developing here at
Denison and certainly nationally and internationally is a concern
with global issues affecting women. ...In fact, I would hope that
the Women's Studies courses would in themselves arouse interest
among students and encourage faculty to make global connections.
JOAN: I think that the Women's Studies class gives a kind of permission
for feminist pedagogy to be experimented with and that can influence
the whole college as well. And team teaching is part of that; it's
teaching in the context of vulnerability and sharing that makes
the teacher obviously a learner.
ANN: And I think that working with students as colleagues underlines that
process—a very important matter. What I said earlier about asking
questions and not feeling that one has to say things with complete
surety...
JOAN: ...that's the vulnerability. And it doesn't suggest that the instruc-
tor is less competent; in fact, the instructor has to be very compe-
tent, as well as confident, to be able to conduct this kind of exer-
cise that doesn't have a fixed end point.
ANN: It's much more of a circular structure, and the locus of that circle
is the individual student, not the teacher.
JOAN: The teacher is, therefore, in a better position than in most courses
to see to it that the student fixes upon the elements of education
that they really came to study. It's a very exciting kind of teach-
ing.
ANN: It also helps the student realize that he or she can meet different
goals from his or her peers in class. All of the students aren't
there to learn exactly the same thing at the same rate.
JOAN: And they won't be studying the same texts—the texts being them-
selves, their experiences, those of their associates, their families,
and so on. And I want to say that it was in Women's Studies that I
learned to teach. I mean, I thought I knew how to teach when I came
here. I thought that to be a good teacher is to be a good explainer,
to know your texts. But I learned that that's only the beginning;
it's the least part.
ANN: Where I learned to teach was in my consciousness-raising group in
Madison.
JOAN: Interesting.' Well, I didn't have that advantage, so where I learned
to teach was when I learned from you. When I began to see that kind
of teaching in operation, and I realized that that was the only goal
worth having in pedagogy.
ANN: And I learned some specific things from you. I had never lectured
before we team taught together. Suddenly, there I was.1 I had
spoken a lot as a part of my Women's Movement activity, but I had
never lectured, and there I was in Slayter Auditorium, facing this
room of 120 people, and I had to learn how to develop those skills,
and you were a real model in that.
JOAN: That's interesting, since that's just the thing that I was backing
away from as rapidly as I could.
ANN: But that shows you that one has to have sort of a multiple strategy
going into the Women's Studies classroom.
JOAN: We really had a good time. ...Remember, at the end of every course
we had a day—the last day—which was a combination of a party and
a parody which was called "The Other Side." That was because people
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would accuse us of having a one-sided course—that we never gave
"the other side." Of course, we would say "But that's like talking
about 'the other side1 of racism or the Holocaust." But if these
people were really serious about hearing "the other side" there were
all these other courses in the university and the world they lived
in that were presenting "the other side" all the timel But we would
make this one concession by teaching "the other side" on one day.
ANN: We would celebrate things like go-go dancers, sing sexist songs,
act out traditional weddings, and one year we had a Miss America
Pageant.
JOAN: Remember? I was sitting in the audience in my black negligee—I
was last year's Miss America. And when it came time for me to give
up my crown, I just couldn't do vt. It was my identity. So we
fought over the crown. Just the ;, • breaker came through. In my
vanity as Miss America, I had ta. er, /if my glasses, so I screamed
"Give me my glasses so I can seel" And then...
So no one could claim that we never gave attention to "the other
side." In fact, we always gave "the other side" the last word.
* * * * *
ANNOUNCEMENT OF
SCHOLARLY ACTIVITIES
OF WOMEN AND WOMEN'S STUDIES FACULTY
LISA MCDONNELL presented a paper on "Shakespeare's Directing
Hand: Visual and Verbal Cues in Romeo and Juliet," at the
Shakespeare Association of America Meeting, Cambridge,
Massachusetts, April 19-21, 1984.
SUZANNE COSTELLO performed in concert with Stuart Pimsler
Dance and Theater, May 4 and 5, on the Denison campus. She
is the associate director of that company.
MARCI McCAULAY spoke at Earlham College on April 25 as a part
of the Informal Spring Seminars sponsored by the Women's
Programs Office. Her topic was "Women, Psychology and Sport."
ANN FITZGERALD gave presentations on "Women and the Nicaraguan
Revolution" at Kenyon College on April 3, at Knox College on
April 7, and at Monmouth College on April 8.
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WOMAN-AS-PATIENT: AN HISTORICAL LOOK
AT HER RELATIONSHIP WITH MALE-AS-PHYSICIAN
by Kathy Hickman
There was a time in American history when women—because
of their physiology—were perceived to be so potentially dangerous
that for some of them castration as a controlling or punitive
device became a reality. Barker-Benfield (1973) suggests that
this concern with female sexuality had economic roots. Nineteenth-
century America, he writes, with its democratic leveling, its
disintegration of class stability and transgenerational family
craftsmanship "exposed all men to a perplexing choice of identities
that they experienced as relentless pressure. Freedom of this kind
proved a moral burden" (Barker-Benfield, 1973:337). Ehrenreich
and English (1979) would no doubt add here that the identities
of women were also being shaken by a world that was beginning to
honor less and less their traditional roles and skills as it
began to depend more and more upon the expertise of those who
claimed their authority on the basis of biological science.
Nevertheless, it was man's role—"because he was born with a
penis"—to face a world of increasing competition and economic
uncertainty; Barker-Benfield adds that
[w]Oman's role as wife and mother was geared to this
necessary strife among men. In addition to showing her
menfolk a perpetually cheerful smile, a wife was deemed
to impart morality to her husband and sons. But morality
derived from woman-in-her-world was irrelevant to the
life-style to which men were addicted. In fact, women
themselves were felt to be a persistently explosive
threat to the survival and prosperity of men (1973:337).
"Hence," he notes, "the well-known and otherwise perplexing
coexistence of an ideology of male self-sufficiency with that of
woman's moral power over men's lives" (Barker-Benfield,
1973:337).
It is relevant to describe briefly here two conventional
nineteenth-century assumptions about the human male's being:
first, man's mind—his intellect—depended upon his body for
its power and energy; properly developed, the mind itself could
stimulate the body's resources (Barker-Benfield, 1973:338).
Second, according to Barker-Benfield, "the underlying model for
the operation of the whole man, psychological and physiological,
was economic" (1973:338). It was generally believed, he adds,
quoting nineteenth-century expert Amariah Brigham, that it was
"a fundamental law of the distribution of vital powers...that
when they are increased in one part, they are diminished in all
the rest of the living economy...to increase the powers of one
organ it is absolutely necessary that they should be diminished
in all the others" (Barker-Benfield, 1973:338-39).
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It was popularly believed in those days that the conservation
of this energy was threatened on two fronts. First, by masturbation
which was perceived as a spilling out or obliteration of the
essence of man's energy; so valuable was this "commodity," in
fact, that any uncontrolled expenditure of sperm—even "legally
and naturally" (Barker-Benfield, 1973:342)—was considered
potentially dangerous. Ehrenreich and English note that it
was the "mission of upper- and upper-middle-class men...to be
doers, not breeders, [and] they had to be careful not to let
sex drain energy away from their 'higher functions'" (1973:27).
So it follows that given this obsession with the conservation of
male energy, there was also much concern about "the appeasing
of woman's coital appetite, which demanded the infusion of sperm"
(Barker-Benfield, 1973:342).
And that was the second threat: woman was, among other
things, considered a "sperm absorber..." a drag on the energy,
spirits and resolution of her partner1" (Barker-Benfield, 1973:
349). This particular image of woman sat like a large bow atop
an already unattractive package of conceptions held to be true
about her at the time: her sole function was reproduction, and
after menopause she was worthless; her mind and her sexual organs
were linked as one and the same thing; she was thought to have,
on some occasions, no sexual feelings at all, and, on other
occasions, to crave nothing else: under certain conditions, "a
woman became a vast impending menace: all body, when aroused
she became all appetite" (Barker-Benfield, 1973:349). Female
masturbation was also seen as an enormous threat because it
supposedly increased woman's sexual craving, which in turn made
her all too tempting to male self-control: men were "scared
spermless...," Barker-Benfield writes, "by woman's potential
appetite" (Barker-Benfield, 1973:349).
Barker-Benfield writes elsewhere that doctors
...cited women as a major source of society's ills,
when she should have been the fountain of society's
healthy, male future. If, as it came to be generally
held, women's insanity and nervous disorders were
finally functions of faulty sexual organs, why not
destroy the sickness at its source? (1978:21).
Gynecologists met the challenge with surgically imposed controls:
clitoridectomies and circumcisions were performed on female
masturbators; female castration--removal of the ovaries--
theoretically "cured" neuroses, insanity, abnormal menstruation,
and such troublesome behavior as overeating, masturbation,
attempted suicide, erotic tendencies, and simple "cussedness"
(Barker-Benfield, 1973:354). One gynecologist of the day,
extolling the benefits of female castration and womb removal,
likened the results to animal castration: "Why do we alter our
colts and calves? Not that we expect to abate strength or
endurance, nor yet to render them less intelligent; but that
we may make them tractable and trustworthy, that we may convert
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them into faithful, well disposed servants"; bulls—like
men—, on the other hand, were naturally and should remain
belligerent (Barker-Benfield, 1973:355). Men—usually the
rich ones—who could not "handle" their wives, turned them
over to gynecologists for surgical taming. Women too--again,
usually the wealthy ones—took these cultural attitudes to
heart, and, convinced that all their troubles emanated from
their sexual organs, sought the relief of gynecological therapy.
"In short," Barker-Benfield, writes, "this enormous phenomenon
was symbiotic between patient and doctor, reflecting and
refracting the largest contours of social beliefs and expec-
tations" (1973:356-57).
Barker-Benfield nicely describes the roots--the yesterday—
of contemporary American attitudes toward woman-as-patient when
he writes that
[tjhe meaning that both patients and doctors attached
to sickness and cure, disorder and order, suggest that
the variety of symptoms focused on woman's sex organs
can be explained as a language of anxiety shaped by a
language of conformity. In W. P. Mantan's phrase,
castratable women were mentally alienated. But all
women were supposed to be "alien" from the democratic
norm. It was male. The doctors' own sexual values
condemned them to sustain the disease of being female.
Just as men confined women to the "butterfly" existence
that made them sick, and more demanding, more in need
of more confinement (to bed, or to asylum or to both),
so doctors created specific symptoms they attempted to
cure, their therapy expressing the same social assump-
tions of a male identity that made it necessary to
exclude and subordinate women, make them sick, and so
on (1973:357).
Ehrenreich and English put it more succinctly: "Medicine's
prime contribution to sexist ideology has been to describe women
as sick, and as potentially sickening to men" (1973:5). They
argue that while the doctors' views of women as innately sick did
not MAKE the women sick or delicate, it nevertheless provided a
powerful rationale against allowing women to act in any other
way: to enter medical school, for example, or to seek higher
education, or to vote (Ehrenreich and English, 1973:22). And
they make this most important observation:
Medical arguments seemed to take the malice out of
sexual oppression: when you prevented a woman from
doing anything active or interesting, you were only
doing this for her own good (Ehrenreich and English,
1973:22-23).
Some concluding thoughts on this discussion of nineteenth-
century attitudes towards women. Although my emphasis has been
on Barker-Benfield1s theory of "spermatic economy," I do not
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want to ignore the existence of class-based factors. The
conservation of spermatic energy was an upper- and upper-middle-
class male concern, and the women who received gynecological
therapy were generally of the same class. Their physicians had
been, however, practicing their techniques and experimenting on
the very poor and on the institutionalized insane. One gynecologist,
Ehrenreich and English write, experimented on black female slaves
he kept on hand solely for that purpose; he operated on one of
them thirty times in four years (1979:125). Working-class
women—because they served a societal function as productive
workers, and because they could not afford to pay in cash or
time for such therapy—generally escaped these surgical treat-
ments. Ehrenreich and English are careful to point out, however,
that although the great majority of upper-middle-class women
were not subjected to gynecological surgery, they were, nevertheless,
"victims of the prevailing assumptions about women's 'weakness1
and the necessity of frequent medical attention" (1973:36). In
addition, bio-medical thought advanced two distinct views of
women: "Affluent women were seen as inherently sick, too weak
and delicate for anything but the mildest pastimes, while working-
class women were believed to be inherently healthy and robust"
(Ehrenreich and English, 1973:11-12). The reality, however, was
much different: overworked and undernourished working-class
women were generally unhealthy and suffered far? more than their
wealthier sisters from contagious diseases and complications of
childbirth. The view of immigrant and working-class women as
robust and lusty added fuel to the growing concern that they
were "outbreeding" WASP women and underminirig the American
"race" with "inferior" offspring (Ehrenreich and English, 1973:14).
Adding to the concern for racial purity was the developing interest
of American women in emancipation, in birth control, and in
abortion—in having, in other words, some control over their
lives and their bodies.
Finally, we should acknowledge the birth of what Ehrenreich
and English call "a totally new 'scientific1 approach to the
medical management of women" (1973:43). Using psychoanalytic
therapy, Sigmund Freud legitimized a doctor-patient relationship
based solely on talking; his therapy, Ehrenreich and English say,
"urged the patient to confess her resentments and rebelliousness,
and then at last to accept her role as woman" (1973:43).
Ehrenreich and English write further that
[i]n some ways, psychoanalysis represented a sharp break
with the past and a genuine advance for women: it was
not physically injurious, and it did permit women to
have sexual feelings.... But in important ways, the
Freudian theory of female nature was in direct continuity
with the gynecological view which it replaced. It held
that the female personality was inherently defective,
this time due to the absence of a penis, rather than to
the presence of the domineering uterus. Women were still
'sick,' and their sickness was still totally predestined
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GYNECOLOGY HISTORICALLY AND PRESENTLY:
A FORM OF CONTROL OVER WOMEN
by Cynthia Owens
(Editor's Note: In the first section of this paper, the
author builds an historical case for a direct relationship between
the rise of sexual surgery and the growing consciousness of women
that threatened the patriarchal establishment. "The shocking
aspect of sexual surgery is that it was a direct response to
feminism or, at least, was exacerbated by feminism. The use
of sexual surgery by the medical establishment was a blatant
form of misogyny and of social control. Consideration of this
control is crucial to our understanding of American medicine
today, especially gynecology." The remainder of the paper deals
with a more contemporary analysis.)
The question now to be addressed is, are there recent or
contemporary similarities? The answer is affirmative, and these
can be seen most clearly in the writings of gynecologists, with
the help of psychiatrists, in the 1950s. During World War II
women gained independence because, with men away, their labor was
needed. Many grew to like their responsibilities outside the
home. When the war was over, men came home expecting things
to be just as they were before they left. It was at this point
that women's positions in society regressed, and doctors put much
energy toward this regression.
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With the influence of Freud, psychiatry took over the
psychology of women, but since the 1920s evidence of hormones
was found and "provided the material link between the brain
and the uterus" (Ehrenreich and English, 1978:275). Thus, the
two disciplines combined to form the ultimate in expertise of
women. The psychology of women was grounded in Freudianism.
Women were expected to sacrifice their lives for their families
and to find the sacrifice pleasurable. It went as far as stating
that for women suffering was pleasurable. This whole notion was
linked to the questions surrounding clitoral and vaginal sex.
According to psychoanalysts of the time, "to cling to the clitoris
was only to invite humiliation by comparison to the large masterful
organ" (Ehrenreich and English, 1978:271-2). A woman who
"identified with her clitoris" was suffering from penis envy,
but the woman who abandoned the clitoris was accepting passivity
(Ehrenreich and English, 1978:272). In other words, women were
naturally masochistic. Helene Deutch, a psychologist, believed
strongly in the masochism of women and drew a parallel between
orgasm and labor in childbirth by stating that they were of "one
process" (Ehrenreich and English, 1978:272). It was at this time
that "America was suffering from an epidemic of unwomanliness,"
very similar to the "problem" of the nineteenth century, because
not many women were fitting into the mold of the masochist (Ehrenreich
and English, 1978:273).
The gynecologists' role in this was to look for "unfeminine
women" in society. As Ehrenreich and English state,
In the doctors' imagination, the pelvic exam simulated
sexual intercourse. Thus, the examination could
be used to evaluate a woman's sexual adjustment.
All the doctor had to do was redirect his attention
from the patient's cervix, uterus, etc. to her
reactions to the exam (1978:275).
Symptoms such as pelvic pain, cramps and pain in labor became
symptoms of women's rejection of their feminine role or "incomplete
feminization" (Ehrenreich and English, 1978:276). Even pregnancy
made women childlike and neurotic, and as Marcel Heiman, a
psychoanalyst, wrote, neurosis was evident when a patient was
"interested in such methods as 'natural childbirth,' hypnosis,
or using childbirth as an 'experience'" (Ehrenreich and English,
1978:278). In addition to this role for gynecologists was the
role of the counselor whose patients needed therapy against
"illegitimacy, abortion and divorce" (Ehrenreich and English,
1978:279).
It was not until the 1960s that women got off of the
examination tables and into the work force once again, because
they had to and because they wanted to. With the working woman
came the rebirth of the women's movement. Women learned the
importance of being assertive and also gained an awareness of
the patriarchal society. The '60s was the starting point of where
women are today, but where are we? And how have health issues been
affected by feminism? Have we gotten away from the analytical
doctors of the 1950s? Are there still expectations placed on
women today that can be traced historically?
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According to Mary Daly, a renowned scholar and radical
feminist, women are still caught in a trap set by white male
gynecologists and psychologists. She states that just as sexual
surgery in the nineteenth century was a response to the new
feminism,
the mutilation and destruction of women by doctors
specializing in unnecessary radical mastectomies
and hysterectomies, carcinogenic hormone therapy,
psycho-surgery, spirit-killing psychiatry and other
forms of psychotherapy is directly related to the
rise of radical feminism in the twentieth century
(Daly, 198:228).
She believes that doctors have made women preoccupied with
their health to the point of being compulsive and obsessive
(Daly, 1978:233). She argues that it is this preoccupation
that allows for doctors to have "ultimate ownership of female
being and power." She calls this the prepossession of women
by doctors before women "can break through to consciousness"
(Daly, 1978:232).
Daly focuses on important issues. Within her discussion
of the preoccupation that women are taught to feel, she stresses
the lack of research on drugs such as DBS that causes preoccupation.
She states that DBS daughters are preoccupied with cancer cells
and the need for frequent check-ups. Instead of researching drugs
such as DBS and the Pill, women are made dependent on physicians
(Daly, 1978:232).
Besides the lack of research being done, it is difficult to
get physicians to believe that some problems actually exist
in the first place. Doctors historically have been quick to say
that menstruation causes high excitability and irrational behavior,
but have not considered the pain that accompanies it to be important
enough to try to alleviate. Dysmenorrhea is the term applied to,
cramping in the lower abdomen, backache and pain
and pulling in the areas of the inner thighs.
Often these symptoms are accompanied by nausea,
vomiting, diarrhea, dizziness, fainting, headache
and flushes of warmth and cold (Budoff, 1980:10).
The medical establishment has overlooked these symptoms as
either nonexistent, or purely psychosomatic and thus not worth
the time, or as what women have to deal with as women. Advice
from doctors to women ranges from "have a baby" to "take these
pills twenty-one times a month," that is, doctors often recommend
birth control pills (Budoff, 1980:10). Now the drug Motrin is
often prescribed by doctors, but the drug itself was originally
designed to ease the pain of rheumatism and happened to help
women who had cramping (Budoff, 1980:140).
There is a new controversey centering around a "woman's
problem" with which the medical establishment is having a
hard time dealing. I am addressing the'premenstrual syndrome
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issue. PMS affects women in a number of ways, some estimates
on the number of symptoms range from twenty to one hundred and fifty,
and these symptoms are psychological as well as physical (Eagan, 1983:
28). Although the occurrence of PMS has been recorded since the
1930s, it has not gotten the attention that the sufferers feel
it should. Numerous physicians believe that PMS occurs because
of a lack of the hormone progesterone in the body, although this
has not actually been proven (Eagan, 1983:28). With doctors
prescribing progesterone and women very willing to take it, there
has been much questioning as to the dangers of the treatment.
As we have seen with the Pill, any hormone treatments, no matter
what the dose, run risks to patients. Yet, the medical establish-
ment, with much restriction from the Food and Drug Administration,
has been negligent in controlled studies of the effects of hormone
treatments (Eagan, 1983:29).
The women's health movement of today has sprung from many of
the issues spelled out above. Women are realizing that perhaps
the American medical establishment is not taking into consideration
the kinds of therapy that can help women most. Women have also
come to realize that since the medical establishment has authority,
it can decide what is important and what is not. As a defense
against this, women are more and more taking the responsibility of
their health into their own hands (Dreifus, 1977:271-2). An
example of this is the self-help movement, and the recent publication
of many books such as Our Bodies/Our Selves. Also, the National
Women's Health Network works on the national level to keep members
informed of drugs that are safe and dangerous on the market and
new techniques of therapy.
Gynecology was and is still a form of social control over
women; however, women are getting around the medical establishment
and taking more of the control for themselves. This is crucial
for women's own sense of control and for successful therapy.
Perhaps someday the norm will be physicians, most appropriately
but not exclusively women, who see the importance of individualized
methods" of therapy and radical surgery as the very last resort and
who are willing to let go of the authority that gets in the way
of the trusting relationships between doctor and patient that
within themselves can be therapeutic.
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The raedicalization of our society by male physicians has had
profound effects upon women and their access to and treatment
within the male domain of medicine. This essay attempts to
provide an analysis of how the factors of medical sexism and
gynecological oppression have led to and encouraged the
resurgence of the Women's Health Movement from the early 1960s
to the present time.
The analysis stems from the radical feminist perspective.
That is, the focus of this theory of women and health care is
not on achieving equality with men under the existing structures
of the medical establishment, but rather in transforming the
entire institution in order to better accomodate and address
the needs and concerns of women. Radical feminists involved
in the movement seek to overthrow specific forms of social
organization within the medical system which convey traditional
paternalistic, patriarchal attitudes toward women and their
health. The majority of 'their effort goes toward the collective
organization of women with a similar and evolving consciousness
to resist their oppression politically through consciousness-
raising groups, women's clinics and self-help groups.
The infantalizing paternalism and authoritarianism of our
established medical system is structurally and culturally
determined. Radical feminists seek to inform and organize
the receivers of health care thereby bringing direct pressure
on the patriarchs of the profession. Strategies for change
within this perspective exist within the medical-professional
model to alter and expand existing care rather than attacking
the underlying economic structures that perpetuate male dominance.
Specific tactics already employed include discussion groups in
which women voice their concerns, share experiences and develop
alternatives to established health care; "Know Your Body" courses
through which women learn to do self-examinations; and distri-
bution of women's health literature and sharing of information.
Direct pressure is applied to the male medical practice through
the use of patient advocates who accompany a woman to a doctor's
office, assure that her questions will be answered and take
medical "herstories." Advocates also inspect hospital facilities,
for the purpose of uncovering unsafe abortion practices. Thus,
the analysis looks at the domains of men, women, and medicine
through the eyes of radical health politics.
It is important to understand the many social forces that
shaped the options and social roles of women in the period of
resurgence of the Women's Health Movement. Much of the lack of
access, care and concern for women's health can be attributed
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to the prevalence of medical sexism. The medical system as a
whole and as we know it (patriarchal and paternalistic) is of
strategic importance to a woman's health, yet it has also been
and continues to be instrumental to her oppression. "Medicine's
prime contribution to sexist ideology has been to describe women
as sick and as potentially sickening to men" (Ehrenreich, 1973:5).
At the 1974 Conference on Women and Health, inadequate medical
education and sexist attitudes of male health providers were
identified as incompatible with quality health care for women.
Participants of the conference enumerated several issues of vital
importance to them in the struggle against the male physician
and "attitudinal medicine" (the inferior treatment by a doctor
of his female patients), revealing a sexist attitude toward women
and their health):
(1) The lack of quality and quantity research on common
health concerns of women such as vaginal infections
and menstrual cramps. Adequate study of these areas
is not to be placed entirely in the realm of the
physician's responsibility; such research has not
been supported by pharmaceutical companies or medical
researchers either...many of whom are male.
(2) The misunderstanding of abortion as revealed through
punitive, paternalistic attitudes toward women and the
use of guilt as a tactic of control.
(3) The overprescription of tranquilizers and other mood-
altering drugs and the consistent devaluing of home
remedies.
Another major concern has to do with the availability of information
to women about their own physical condition. Release and explanation
of this information is strictly guarded by many male physicians.
Too often, women find themselves caught up in a typical doctor-
patient relationship in which he is the active authoritarian
possessor of knowledge, and she is the passive, unquestioning
recipient of treatment. It is largely because of this unequal
power relationship that women are denied full participation in
the decisions made about their bodies. This type of complaint
is clearly illustrated in the field of gynecology, where male
doctors have met with harsh criticism from women who will no longer
consent to being ignorant about their own bodies. In fact, the
male medical profession has been charged with indifference to even
the most mundane of health problems common to all women. Rather
than sharing information about preventative measures and home
remedies in the treatment of conditions (for instance, of vaginal
or urinary infections), many doctors choose a treatment plan of
powerful drugs instead. Women have slowly begun to recognize
and call into question this authoritarian attitude.
Medical sexism is often seen in the treatment of conditions
such as menstrual disorders, menopause, sterility and lower
back or pelvic pain because it is attributed by male physicians
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to a woman's failure to accept her "female role." As this
involves some degree of emotional and/or psychological defect,
woman's inadequacy as a human being is said to cause certain
ailments which male doctors cannot be expected to understand
or to treat (Corea, 1977:76).
Further examples of sexual prejudice pervade our medical
system. For instance, when male doctors were asked to describe
"the typical complaining patient," 72% spontaneously referred
to a woman, 4% to a man and 24% to neither gender. In listening
to patients, doctors stated that men "describe" their symptoms,
but. women "complain" (Corea, 1977:78).
Many doctors add to the already growing gap in information
made available to their female patients by assuming that women
cannot understand their medical jargon. One male doctor from
the Southwest Foundation for Research and Education was asked
to comment on the issue of "informed consent" and the treatment
of his women patients. He replied that "vast numbers of women"
did not have inquiring enough minds to understand more than the
simplest biological facts.
A misguided effort to 'inform' such women leads only
to anxiety on their part and loss of confidence in the
physician...They want him (the doctor) to tell them
what to do, not to confuse them by asking them to
make decisions beyond their comprehension. The idea
of informing such a woman is not possible (Corea,
1977:78).
It would be unfair to criticize such instances of medical sexism
without acknowledging the fact that women's behavior often
confirms such sexist views; "Both doctors and patients have
been acting as they have been trained to act and the interaction
between them is mutually reinforcing" (Corea, 1977:79). Instead
of speaking up, women become the victims of unnecessary surgery
and experimentation, are infantilized by their doctors and are
conditioned to feel uncomfortable about being angry or assertive.
They do not demand changes from the individual health care
provider or from the system. In a New York City health center
serving primarily lower-class women, several patients courageously
complained about a staff gynecologist who examined them without
gloves and sexually manipulated them. The director of the center
fired him, though no medical association took action against him.
One year later, the director learned of the doctor's new position--
in a women's prison (Corea, 1977:84).
Once the problem of sexism in the medical profession had
been conceptualized and understood, the next step was to determine
how changes could be made to restructure the traditional medical
model so that it included women's full participation, shared
knowledge and control over their own bodies and health. The
rise of the Women's Health Movement in the early 1960s embodied
these very concerns and coalesced around the issues of gynecological
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oppression and abortion rights. Initial attempts at activism
received mixed reactions, many falling on wounded, if not deaf,
ears:
What is it that caused many patients—even the more
docile, soft-spoken ones—to suddenly start questioning
every procedure, every prescription, to come out with
shocking position statements on pre-marital sex,
lesbianism and childless marriage and to insist
on using natural childbirth, breast-feeding and
diaphragms when modern medicine has provided them
with much less bothersome and painless alternatives?
(Ruzek, 1978:292).
This response from the American Medical Association points out
a fundamental and often-asked question: Why do women need a
Women's Health Movement? The need developed because women
were in a state of social starvation which had them trapped
in a doctor-patient relationship that was demeaning and isolating.
Women who wanted a simple pelvic exam found themselves in a
drafty examination room, stripped of their clothing, draped with
a sheet that prevented them from seeing what was happening to
them and forced into a straddle position, one from which they
rarely felt comfortable asking questions. The Women's Health
Movement wanted to bring women back together in the examination
room, in discussion groups and self-help clinics.
The self-help movement, a substantial branch of the Women's
Health Movement, addressed directly the problems of gynecological
imperialism in the medical establishment. The movement was
initiated by California health activist Carol Downer, who, after
seeing an IUD inserted into another woman following an abortion,
realized that she could learn about her own body from her own body.
She took a plastic speculum from the abortion clinic and after
her first vaginal self-exam, began showing and telling other women
how to use the instrument to learn about their bodies by studying
and sharing them with other women.
Self-help exam groups began forming throughout the country
as women began to dispell the ignorance about their own bodies
that had made them feel vulnerable to unnecessary surgery and
population control experiments in the past. They were soon
familiar enough with their anatomy to ask questions of their
gynecologists and insist on answers. Women's health advocates
began establishing a solid base for women's health education
in the community rather than relying solely on male physicians.
Their deepest commitment was to link women to their lost identity
as healers and to realize that all women could be the healers
and the healed.
Women typically organize their routine health care around
their gynecological care. From puberty through menopause, many
women see no other physician on a regular periodic basis (Ruzek,
1978:11). With the current decrease in birth rates, obstetricians
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and gynecologists are attempting to expand their roles and thus
preserve their authority. Recently, the American Medical As-
sociation advocated a formal recognition of ob/gyn's as women's
primary health providers since so many already functioned in
this role. Feminist health advocates raised a storm of protest
since they are seeking to limit, not expand the influence and
authority of these professionals. As a result, this opposition
began to materialize in the form of over 400 free clinics around
the country serving two to three million outpatients per year
(Gordon, 1976:955).
Free clinics are based on patient education and responsibility
for health through prevention and a caring, humanitarian approach
to health care by licensed or unlicensed medical practitioners.
The organization of these clinics is unique in that each worker has
a major role in the determination of policies and activities of
the clinic, unlike the hierarchical decision-making of the
established health care system.
Approximately 75-100 women's health clinics, specifically
feminist in nature and perspective, are functioning across the
country. Most are run by unlicensed health workers called lay
paramedics (LPM) who are trained at the clinic to collect intake
histories, perform physical examinations, do counselling and lab
work and diagnose patients. When the efficacy and capability
of LPMs was assessed in comparison to Nurse Practitioners in the
diagnosis and treatment of common gynecological problems, LPMs
were evaluated as highly as the more extensive, formally trained
NPs in terms of quality and value of health care that was delivered
(Elhai, 1981:854).
Patients' efforts to organize themselves have been aided by
women's information agencies that provide nationwide referral,
evaluation and monitoring services. Within these services lies
the deep belief in the importance of every woman's access to
information about health services and how to use them to get
the best care without being overtreated or overcharged or dealing
with sexist doctors. Women's health groups represent the largest
referral system outside of the male-dominated medical establishment
(Dreifus, 1977:276).
Gynecological oppression and issues of abortion rights and
counselling were crucial to the emphasis on prevention and on
"teaching" the care that was provided through the first decade
of the re-emerging Women's Health Movement. In the following
years, there has been considerable expansion beyond these basic
issues around which the movement was formed, to include all
aspects of preventative care, including nutrition, exercise,
birth control information, pregnancy exams and Pap smears. In
effect, the Women's Health Movement has reconceptualized the
way we think about health care. First, health care is an ongoing
process for women in the movement, rather than a commodity
delivered to the patient by a physician. Secondly, the "patient"
is replaced by the "participant" (Ruzek, 1973:14) so that all
women are able to gain information about their health rather than
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confining that knowledge to the provider. Finally, health
becomes social, psychological and political, not merely clinical.
This holistic approach to health care encourages observing,
treating and being treated without fear or feelings of vulner-
ability. The use of professionals is deemphasized, unless in the
prescription of drugs or the insertion of lUDs. It is important
to recognize that the techniques of the Women's Health Movement
(prevention, self-hexp, sharing and self-exam) are more than just
procedures; they are political acts to change both clinical
practices and political implications of professionalism in our
society. As feminists involved in the health and help movement,
both in gynecology and routine care, women want to assume full
responsibility for every aspect of their lives. Controlling their
bodies is essential to controlling their lives.
Among the barriers to effective self-care for women is that
of class differences. Although most groups in the Women's
Health Movement cover a wide age-span, white middle-class women
predominate. Self-help clinics serving Latin American and Asian
women have been consistently unsuccessful. This is generally
attributed to the fact that the cultural values and morals of
these women prohibit public exposure or touching of their own
bodies in the presence of other women. Thus, the effectiveness
of the self-help movement becomes difficult to define when one
takes into consideration the differences in cultural background
and the depth of ones' involvement in the movement.
Lower class American women suffer as well. Part of the problem
occurs when women begin impeding their own progress by turning
on each other as healers within the competitive established
medical system. By adopting the values of a group to which she
wishes to belong, upward mobility becomes more possible.
To consolidate their new positions, such people must
sever their emotional ties with the lower-status
group from which they come and take on the attitudes
of the higher status group. This explains why some
female doctors are as sexist as male ones. Their
sexism helps them survive in a male world. But it
threatens other women (Corea, 1977:54).
This identification with the upper caste causes a failure on the
part of female physicians to safeguard women's welfare and may
cause them to be even less sensitive than male doctors to the
rights of blacks, the poor and all patients. "If you're a
member of an oppressed group and you don't see it, you block
the ability to see other kinds of oppression too" (Corea, 1977:78).
As more and more women become involved in the Women's Health
Movement and all that it represents, they will be identified by
their strength, their freedom from medical oppression within the
established male system and their increased social, psychological
and political power.
* * * * *
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A GLIMPSE AT PMS
by E. L. Vogeley
Recently, considerable attention has been given to a relatively
new topic in women's medicine. The attention has had both negative
and positive effects on women in general as well as those who
specifically suffer from the disorder. The wide range of symptoms
are most commonly referred to as premenstrual syndrome (PMS).
During this past January, I spent some time trying to figure
out exactly what was fact, what was conjecture, and what was just
not. true. I'm afraid I didn't find a list of cold hard facts
awaiting my discovery (even in the definition of the disorder),
but I will try to explain what I found.
Most researchers agree that PMS is a cyclic disorder that
occurs on a regular basis in relationship to the women's menstrual
cycle. There is a clear distinction between a time of symptom and
a time of relief from those symptoms. Some believe that the disorder
need not be "premenstrual," occurring near ovulation (fourteen days
after menstruation) or right after menstruation, as well. There
is no distinct length of symptoms; some women are affected for
two days, others for two weeks. This description still leaves
PMS a vague term in most people's minds, and certainly a very
difficult problem to diagnose.
Some of the most common symptoms, beyond timing, were categorized
by Abraham (1983). He divides some of the symptoms according to
his proposed causal theories. His first category (A) includes
nervous tension, mood swings, irritability, and anxiety, all of
which are "manic" symptoms. Conversely, his group D symptoms
include "depressive" symptoms such as depression, forgetfulness,
crying, confusion, and insomnia. It is not uncommon for the
sufferer to have symptoms from both these categories, making her
life very unmanageable. Group C includes heacaches, craving
sweets, increased appetite, heart pounding, fatigue, dizzyness
and fainting. (These symptoms are similar to a hypoglycemia or
low blood sugar condition.) The H group includes symptoms of
water imbalance, like weight gain, swelling of extremeties,
breast tenderness, and abdominal bloating. His last group—and
the one given the most attention—is characterized by suicidal
tendencies. This touches on just a few symptoms; the lists are
endless and are usually grouped according to their respective
causal theories.
Many different theories have been developed to explain the
cause of PMS and to suggest respective therapies; I will discuss
the most widely supported. I would like to stress that they are
theories and, like so many theories, they have biased supporters.
Each of the causes and treatments needs to be addressed with much
more detail than is possible in this paper. I would first like to
discuss a theory which has been widely acclaimed in the past, -but
is seldom used today—the psychological origin theory. It merely
states that women, for one reason or another, have such a poor
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opinion of their menstrual cycle that they become physically
impaired in its anticipation. While any good holistic physician
will tell us that psychology plays an important role in health,
and while some people would argue that all illnesses are psychological
in origin, evidence has suggested that PMS is not psychologically
based, though psychoses can enhance PMS and PMS can .enhance
psychoses. Its prevalence in other cultures (Budoff, 1982)
suggests it is not culturally conditioned and its occurrence in
women with irregular cycles suggests that it is not a conscious
mental problem (Gonzalez, 1981). Additional evidence can be
seen in the ineffectiveness of psychotherapy and other psychologically
based treatments (Reed and Yen, 1981).
The most popular theory is the hormonal imbalance theory.
Because PMS is often "triggered" or its severity increases with
hormonal changes (i.e., pregnancy, taking oral contraceptives,
menopause, etc.), it is thought that an imbalance is somehow
initiated. Most say high levels of estrogen and low levels of
progesterone, the two hormones that regulate the female reproductive
cycle are the cause. The imbalance may be a result of dietary deficien-
cies that prevent their production or inhibition (vitamins, minerals and
various essential fatty acids). Substances such as prostaglandins
and neurotransmitters, both of which regulate hormonal function
(as well as fluid balance and emotional stability), may also be
disturbed and lead to the change. To treat with this theory in
mind, most physicians suggest a diet change to include vitamins
and minerals essential to the various biochemical pathways.
Exercise seems to stimulate endogenous opiates which keep many
problems under control. Doses of progesterone are also used, though
no conclusive double-blind trials have been performed.
Theories like "excess prostaglandin," "allergy to endogenous
hormones," "endogenous opiate deficiency," and "autoimmune response
to yeast infections" are all proposed but without conclusive data.
Though much is being written, the research since its original
documentation by Frank in 1931 has been relatively sparse. Attention
in the media has served to increase research and facilitated
treatment, while at the same time, literature tends to contain
much conjecture and can be misleading for the public. What can be
most dangerous is the use of this work to prevent women from acquiring
jobs. It was often common to hear that women had "raging hormones"
which affected their performance socially and professionally. It
would seem that the work done with PMS merely confirms these ideas
and cushions the path for sexist activities. This information,
however, is not accurate. Of all the women in the United States,
about fifty to ninety percent experience some of the symptoms,
but only ten to thirty percent experience symptoms severe enough
to disrupt their lives and require treatment.! Surveys of job
attendance do not seem to show strong indications of occupational
absenteeism in relationship to their menses. Reed and Yen (1981)
suggest that "men's cyclic antisocial behavior" may be much greater
than that of PMS sufferers making their attendance, at best,
comparable. It should also be kept in mind that women identified
as having PMS can, for the most part, be treated so discrimination
would absolutely be invalid (to discriminate against a woman
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being treated for PMS would be like discriminating against a
treated diabetic.)
I would like to encourage women who think they may have PMS
to see a physician. This is especially important because PMS-
like symptoms can be a warning sign of many disorders (i.e.,
endometriosis), It is also important to learn more about PMS
to prevent ihappropriate treatment for this relatively newly-defined
disorder. Check your cycle by keeping a journal of diet, activities,
and possible symptoms; and look for other cyclic patterns such
as phone bills which can be misleading. Take the time to get
treatment. If it is a severe case, it is often well worth it!
These staticstics are the extremes found in the literature I
reviewed—accurate percentages have not yet been confined.
* * * * *
WOMEN'S ATTITUDES TOWARD PHYSICIANS/GYNECOLOGISTS:
SOME DENISON FINDINGS
Mary Larned, senior self-designed major in human development,
researched women's attitudes towards physicians and women's behavior
in the physician's office for a class project in The Psychology of
Women. With a sample of 71 women from a Denison sorority, she re-
ports the following results:
45.1% have never been to a gynecologist
28.2% are seen by a gynecologist annually
7.0% feel very uncomfortable being examined by a male physician
54.0% feel slightly uncomfortable
46.5% would feel more comfortable being examined by a female
46.5% report that the physician's gender doesn't matter
31.0% have a male gynecologist
5.5% have a female gynecologist
53.5% have no gynecologist
39.4% have never had a pelvic examination
66.2% do not have annual pap smears
38.0% occasionally ask their doctor questions but feel uncomfort-
able
54.9% ask questions freely without any anxiety
33.8% report that, if they needed to choose a new gynecologist
or doctor, they would have more faith in a woman
54.9% report no gender preference
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